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ABSTRACT 
In the United States, goal and value-based conversations between healthcare 
professionals and patients experiencing chronic critical illness (CCI) in a long-term acute 
care hospital (LTACH) do not occur routinely as part of the standard of care, leading to a 
poor quality of life and increased levels of stress, anxiety, and depression among this 
patient population (Kahn et al., 2015; Lamas et al., 2017a; Lamas et al., 2017b). Since the 
Theory of Planned Behavior is designed to both explain and predict behavior in specific 
contexts, such as healthcare professionals’ intentions and behavior to have goal and 
valued-based conversations with this patient population (Ajzen & Fishbein, 2005), and 
the literature supports the use of semi-structured interview tools to do so with this patient 
population (Chochinov et al., 2015; Johnston et al., 2015; Lamas et al., 2017a), this 
doctoral capstone aims to enhance patient-reported outcomes among this patient 
population by providing healthcare professionals, specifically occupational therapists, 
with the most useful semi-structured interview tool (i.e., the Canadian Occupational 
 
 vii 
Performance Measure [COPM]) to facilitate goal and value-based conversations more 
routinely. The COPM is client-centered OT semi-structured interview tool designed to 
generally (1) elicit goal and value-based conversations; (2) guide collaborative goal-
setting; and (3) measure patient-reported outcomes (Law et al., 2005). The results 
indicate both clinical and statistical significance over time across patients for the patient-
reported outcomes, self-perceived performance and satisfaction, demonstrating support 
for the establishment of routine goal and value-based conversations as part of the 
standard of care between healthcare professionals and this patient population.  
Keywords: chronic critical illness, long-term acute care hospital, occupational 
therapy, goals, values  
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Introduction and Nature of the Problem 
 In 2018, approximately 100,000 adults within the United States 
experienced a chronic critical illness (CCI) that resulted in a long-term acute care hospital 
(LTACH) stay, with the most common diagnoses being respiratory or septicemia-related 
complications, including but not limited to pulmonary edema and respiratory failure, 
respiratory diagnosis with ventilator support for over 96 hours, and septicemia with major 
complication or comorbidity for over 96 hours (Kahn et al., 2015; Lamas et al., 2017a; 
Lamas et al., 2017b; MedPAC, 2020). A CCI is often characterized by prolonged 
mechanical ventilation, recurrent infections, organ dysfunction, or delirium, and a 
majority of adults experiencing CCI in a LTACH are classified as “intensive care unit 
(ICU) survivors” (Lamas et al., 2017b, p. e357). These adults have experienced a short-
term acute care hospital stay for a least three consecutive days but continue to require 
ongoing acute care and daily physician visits and thus are frequently transferred to a 
LTACH for an average length of stay of 26.6 days (Koranne, 2011; Lamas et al., 2017b; 
MedPAC, 2020). High intensity comprehensive medical treatment and moderate intensity 
rehabilitation services, such as occupational therapy (OT), are provided in a LTACH in 
order to establish and maintain stability, improve outcomes, and address both medical 
and non-medical needs (i.e., including but not limited to social, emotional, and spiritual 
needs, as recreational therapy, creative art therapies, and spiritual care may, too, be a part 
of a patient’s plan of care) [Koranne, 2011]. Ultimately, the purpose a LTACH serves is 




achieve the highest level of wellness possible to move on to the next level of care, such as 
a skilled nursing facility (Koranne, 2011). 
However, approximately 70 percent of patients experiencing CCI and their 
caregiver(s) report their lived experience or their loved one’s lived experience in a 
LTACH, specifically Spaulding Hospital for Continuing Medical Care Cambridge 
(SHC), to have a poor quality of life with a majority alluding to hunger, thirst, difficulty 
communicating, boredom, and limited mobility (Lamas et al., 2017b). Nearly every 
patient experiencing CCI and their caregiver(s) within this LTACH facility also reported 
an increase in stress, anxiety, or depression either related to survival, decision-making, or 
finances (Lamas et al., 2017b). These patient-reported outcomes, a poor quality of life 
and the associated mental health sequelae (i.e., an increase in stress, anxiety, or 
depression), may simultaneously contribute to occupational deprivation, role loss, and 
social isolation only to create a cyclical effect further compounding these patient-reported 
outcomes (Fink, 2019). Additionally, a communication gap between healthcare 
professionals and patients experiencing CCI in a LTACH was identified, in which the 
opportunity to engage in conversations surrounding patients’ lived experience in a 
LTACH is not prioritized (Fink, 2019; Lamas et al., 2017a). That is, the practice to 
understand what matters most to each patient experiencing CCI in a LTACH does not 
occur routinely as part of the standard of care, meaning patients are simply not heard 
(Lamas et al., 2017a). This communication gap not only further contributes to a poor 
quality of life, the associated mental health sequalae, occupational deprivation, role loss, 




during acute illness, which, for example, could be elicited via a conversation surrounding 
goals and values of personal importance to patients to enhance their lived experience and 
to mitigate the effect these patient-reported outcomes may have on recovery and medical 
treatment outcomes (Fink, 2019; Lamas et al., 2017a). Furthermore, the one-year 
mortality rate among this population is at least 50 percent with fewer than 12 percent 
returning home and functioning independently following their acute illness post-
hospitalization from a LTACH (Lamas et al., 2017a). The high prevalence of mortality 
among this population alone should demonstrate how paramount conversations 
surrounding goals and values are, as these conversations may have the potential to 
positively impact patients experiencing CCI.  
In fact, Lamas et al. (2017a) proposed that a LTACH may be the preferable 
location in the continuum of care for communication surrounding goals and values since 
a LTACH has a longer average length of stay (approximately 26.6 days) in comparison to 
a short-term acute care hospital stay (approximately 3 days), allowing for time to have 
such conversations [MedPAC, 2020]. Patients may also become stabilized enough during 
their LTACH stay to have the ability to express their preferences (i.e., goals and values) 
to healthcare professionals, which then in turn, may positively impact quality of life and 
the mental health sequelae reported by patients experiencing CCI in a LTACH (Lamas et 
al., 2017a). Patients’ caregiver(s) may, too, be able to better contribute to such 
conversations, as they typically have an improved understanding of what the future may 
look like for their loved one with CCI once their loved one is transferred to a LTACH 




Regardless though, it continues to remain apparent that in the United States, goal and 
value-based conversations (i.e., conversations surrounding goals and values that are of 
importance to patients) between healthcare professionals and patients experiencing CCI 
in a LTACH do not occur routinely as part of the standard of care, leading to a poor 
quality of life and increased levels of stress, anxiety, and depression among this patient 
population (Kahn et al., 2015; Lamas et al., 2017a; Lamas et al., 2017b). This does 
suggest, however, that patients may benefit from the evidence-based model of care, 
client-centered care, which is defined by the Institute of Medicine (2001) as, “Providing 
care that is respectful of, and responsive to, individual patient preferences, needs and 
values, and ensuring that patient values guide all clinical decisions” (p. 6).  
Role of Occupational Therapy 
Client-centered care is evidently within the scope of OT, as OT is the only 
profession in which the scope of practice focuses on the use of occupations, a person’s 
daily activities that bring meaning and purpose to life, to promote health, well-being, and 
participation in life through client-centered service delivery (American Occupational 
Therapy Association [AOTA], 2014). In fact, You et al. (2015) found that staff 
physicians, residents, and nurses all indicated that other allied health professionals, such 
as physical therapists and OTs, should be involved in several aspects of communication 
about goals — particularly initiating goal-related discussions and acting as a decision 
coach. This clearly provides support for the importance of the interdisciplinary team to be 
involved in goal and value-based conversations with patients experiencing CCI in a 




other professions depending on their role and responsibilities. For example, physicians 
may value goal-concordant care regarding a patient’s decision to continue with prolonged 
care or transition to advanced care planning, whereas an OT may value a patient’s 
meaningful occupations for the purposes of treatment planning. This does, however, also 
indicate that OTs currently lack involvement in communication about goals with patients 
experiencing CCI in a LTACH, which is unfortunate given that OTs are trained in the 
knowledge and the skills to address such gap. OTs are, in fact, trained to both initiate 
goal-related discussions and act as decision coaches through the use of a client-centered 
approach during evaluation (AOTA, 2014). Through use of a client-centered approach, 
OTs (1) gather information regarding what is important and meaningful to the patient; 
and (2) identify priorities and establish desired targeted outcomes (i.e., goals) in 
collaboration with the patient, in which OT interventions are then driven, in part, by the 
patient’s goals and values gathered during evaluation (AOTA, 2014).  
Theoretical Background: The Theory of Planned Behavior 
The problem — healthcare professionals’ behavior regarding the lack of goal and 
value-based conversations, or lack of client-centered care that is, with the adult CCI 
population in a LTACH — can be explained in part by the Theory of Planned Behavior 
(Ajzen, 1985). The Theory of Planned Behavior, which has been updated a number of 
times due to empirical evidence, is a theory designed to both explain and predict behavior 
in specific contexts, such as healthcare professionals’ intentions and behavior among 
varying settings (Ajzen & Fishbein, 2005). This includes healthcare professionals’ 




experiencing CCI in a LTACH. The Theory of Planned Behavior is an extension of the 
Theory of Reasoned Action but differs through the addition of perceived behavioral 
control (Fishbein & Ajzen, 1975; Ajzen, 1991). Both the Theory of Planned Behavior and 
the Theory of Reasoned Action can be classified as social cognitive theories, but the 
Theory of Planned Behavior appears to demonstrate the strongest evidence for predicting 
healthcare professionals’ behavior according to a systematic review that examined 
several social cognitive theories (Godin et al., 2008). Ultimately, the Theory of Planned 
Behavior helps to explain and predict why the problem — goal and value-based 
conversations between healthcare professionals and patients experiencing CCI in a 
LTACH do not occur routinely as part of the standard of care — may exist today (Ajzen 
& Fishbein, 2005). 
Figure 1 
Model of the Problem using an Adapted Version the Theory of Planned Behavior (Ajzen 





According to the Theory of Planned Behavior, the core of the conceptual model of 
the problem is a causal chain of effects, comprising of two primary direct causal 
relationships (i.e., one variable has a direct causal impact on an outcome variable), with 
the exception of the two moderated causal relationships (i.e., the causal relationship 
between the initial variable and the outcome variable differ depending on a third variable) 
that intersect each of these two direct causal relationships (Figure 1) [Ajzen & Fishbein, 
2005]. More specifically, healthcare professionals’ attitude (i.e., degree of appraisal), 
subjective norms (i.e., perceived pressure), and perceived behavioral control (i.e., 
perceived level of difficulty) to have goal and value-based conservations with patients 
experiencing CCI in a LTACH may directly be associated with the healthcare 
professionals’ degree of intention (i.e., intent) to have goal and value-based conversations 
with patients experiencing CCI in a LTACH (Ajzen, 1991; Ajzen & Fishbein, 2005; 
Kortteisto et al., 2010). In fact, Bennett et al. (2020), Lamas et al. (2017a), and You et al. 
(2015) reported that healthcare professionals do often perceive barriers to having goal 
and value-based conversations with their patients experiencing CCI in a LTACH, which 
are (a) patients are too sick, patients lack the capacity to make decisions, or patients have 
difficulty comprehending the extent of their health condition and accepting a poor 
prognosis (i.e., perceived behavioral control); (b) patients who are mechanically 
ventilated are too challenging to speak with (i.e., perceived behavioral control); and (c) 
there is perceived burden on the patients’ caregiver(s) if the patients are unable to 
verbally communicate (i.e., attitude). Individual and contextual factors (i.e., healthcare 




place of employment [LTACH], etc.) may, however, moderate that direct relationship 
between the healthcare professionals’ attitude, subjective norms, and perceived 
behavioral control and the healthcare professionals’ degree of intention to have goal and 
value-based conversations with patients experiencing CCI in a LTACH (Ajzen & 
Fishbein, 2005; Klaic et al., 2019; Kortteisto et al., 2010). In fact, there is an active 
department-level policy within the Spaulding Rehabilitation Network entitled the 2018 
Occupational Therapy Scope of Service Policy, stating “A standard assessment will be 
completed by the occupational therapists to ensure appropriate and comprehensive 
evaluation. The Occupational Therapy Assessment will include the following content 
areas: Patient and family goals…Patient goal focus” (Spaulding Rehabilitation Network, 
2018, p. 1). The Spaulding Rehabilitation Network policy appears to support goal and 
value-based conversations between healthcare professionals and patients experiencing 
CCI in a LTACH. However, the policy only requires completion of an OT assessment, in 
which it is unclear what the “standard assessment” entails and how the “patient goal 
focus” is maintained during their hospital stay, indicating that the current policy may not 
have a strong moderating effect on the direct relationship between the healthcare 
professionals’ attitude, subjective norms, and perceived behavioral control and the 
healthcare professionals’ degree of intention to have goal and value-based conversations 
with patients experiencing CCI in a LTACH. However, if the desired/expected outcomes 
of the doctoral capstone are observed, a new norm within the LTACH may be established 
in support of goal and value-based conversations between healthcare professionals and 




between the healthcare professionals’ attitude, subjective norms, and perceived 
behavioral control and the healthcare professionals’ degree of intention to have goal and 
value-based conversations with patients experiencing CCI in a LTACH (Ajzen & 
Fishbein, 2005; Klaic et al., 2019; Kortteisto et al., 2010). 
The healthcare professionals’ degree of intention (i.e., intent) to have goal and 
value-based conversations may then directly be associated with the healthcare 
professionals’ lack of client-centered care (i.e., lack of execution of goal and value-based 
conversations) with patients experiencing CCI in a LTACH (Ajzen, 1985; Ajzen, 1991; 
Ajzen & Fishbein, 2005; Doyle & Bennett, 2014; Godin et al., 2008). However, 
volitional control (i.e., healthcare professionals’ actual level of control over the 
availability of time, funding, and access to client-centered assessments) may moderate 
the direct relationship between the healthcare professionals’ degree of intention to have 
goal and value-based conversations and the healthcare professionals’ lack of client-
centered care (i.e., lack of execution of goal and value-based conversations) with patients 
experiencing CCI in a LTACH (Ajzen & Fishbein, 2005; Ajzen, 2020; Klaic et al., 2019). 
In fact, both Lamas et al. (2017a) and You et al. (2015) found time, or lack of time that is 
(i.e., volitional control), to be a factor impacting healthcare professionals’ execution of 
goal and value-based conversations with patients experiencing CCI in a LTACH, and 
Bennett et al. (2020) reported that healthcare professionals’ often times do not adequately 
comprehend patients’ goals of care secondary to a lack of standardized client-centered 
assessments (i.e., volitional control). Thus, the selection of a brief, client-centered OT 




professionals, specifically OTs, with substantial volitional control (i.e., actual control via 
access to a semi-structured interview tool as well as control over time with the use of a 
semi-structured interview tool) — moderating the direct relationship between the 
healthcare professionals’ degree of intention to have goal and value-based conversations 
and healthcare professionals’ lack of client-centered care (i.e., lack of execution of goal 
and value-based conversations) with patients experiencing CCI in a LTACH (Ajzen & 
Fishbein, 2005; Ajzen, 2020; Klaic et al., 2019). Therefore, it appears that the Theory of 
Planned Behavior can explain why the problem may exist — goal and value-based 
conversations between healthcare professionals and patients experiencing CCI in a 
LTACH do not occur routinely as part of the standard of care — despite the fact that the 
role of a LTACH is to provide personalized medical treatment and rehabilitation services 
to address both medical and non-medical needs, optimize independence, and achieve the 
highest level of wellness possible for those experiencing CCI (Koranne, 2011). However, 
the Theory of Planned Behavior may also simultaneously pinpoint to areas where it may 
be possible to intervene in order to mitigate this causal chain of effects. 
Policy Implications and Societal Significance 
As the Theory of Planned Behavior proposes, it may be possible to intervene at the 
moderated causal relationship, volitional control, in order to mitigate the problem’s 
causal chain of effects by providing healthcare professionals, specifically OTs, access to 
client-centered assessments. According to the Centers for Medicare and Medicaid 
Services (2021), however, reimbursement of initial OT evaluations requires 




specific problem(s) to be evaluated and treated by an OT. A description of the specific 
problem(s) to be evaluated and treated by an OT, for example, might include results from 
assessments, but documentation is “required to indicate objective, measurable beneficiary 
physical function…from commercially available functional outcomes instruments… or 
functional measurements validated in the professional literature that are appropriate for 
the condition being measured” (Chapter 15, Section 220.3C). Likewise, the functional 
measurements considered reimbursable by the Centers for Medicare and Medicaid 
Services are typically norm-referenced measures designed to assess deviations in function 
from an empirically derived norm. Client-centered assessments, on the other hand, are 
often standardized instruments in that there are specific instructions and methods for 
administration and scoring, but typically, there are no such norms to compare values, as 
this is inconsistent with the assessments’ client-centered approach designed to reflect 
patient-reported outcomes. Although this appears to suggest that client-centered 
assessments are unlikely to be reimbursed by the Centers for Medicare and Medicaid 
Services, client-centered assessments still demonstrate value especially if used in 
conjunction with norm-referenced assessments. The conjunction of assessments not only 
allows for objective, measurable data regarding patients’ level of function which is 
reimbursable but also allows for subjective, measurable data regarding patients’ self-
perception of function, lived experience, wellbeing, as well as other constructs — 
granting patients the ability to be heard by the healthcare organization by addressing the 
communication gap that exists between healthcare professionals and patients 




SHC has, in fact, taken the initiative to understand their patient populations’ (i.e., 
patients experiencing CCI in a LTACH) lived experience beyond level of function 
through partnership with the National Research Corporation (NRC) Health: Human 
Understanding. According to the SHC NRC Data Review from January 1, 2021 to July 
31, 2021, 25.3 percent of the 27.1 percent of patients experiencing CCI who completed 
the NRC Survey post-discharge indicated that they did not have enough input or say in 
their care (Spaulding Rehabilitation Network, 2021). More specifically, SHC scored a 
60.2 percent in this category correlating to a “somewhat” had enough input or say in their 
care, which is 1.3 percent below the national average across all inpatient rehabilitation 
healthcare organizations (Spaulding Rehabilitation Network, 2021). This reiterates that 
there is a gap in communication between healthcare professionals and patients 
experiencing CCI in a LTACH but also suggests that client-centered assessments may be 
a systematic way to grant patients the ability to have input in their care (i.e., via eliciting 
goal and value-based conversations allowing patients to be heard by healthcare 
professionals) in order to enhance patients’ lived experience (i.e., patient-reported 






Literature Review  
According to the most current existing literature, a number of methods have been 
tried to address the problem — goal and value-based conversations between healthcare 
professionals and patients experiencing CCI in a LTACH do not occur routinely as part 
of the standard of care — and its associated consequences. In fact, the most useful tools 
to conduct goal and valued-based conversations appear to be semi-structured interview 
tools, such as the Patient Dignity Question (PDQ) and the Serious Illness Conversation 
Guide, as such conversations appear to be both acceptable and relatively feasible for 
healthcare professionals to conduct with patients experiencing CCI and their caregiver(s) 
in a LTACH (Chochinov et al., 2015; Johnston et al., 2015; Lamas et al., 2017a). Across 
all studies, both healthcare professionals and patients viewed the conversations elicited 
by such tools to be profoundly beneficial (Chochinov et al., 2015; Johnston et al., 2015; 
Lamas et al., 2017a). However, the benefits reported by both healthcare professionals and 
patients varied across studies. From the healthcare professionals’ perspective, Chochinov 
et al. (2015) and Johnston et al. (2015) found these conversations to be reported by 
healthcare professionals to (1) result in a new learning opportunity (>68%); (2) be 
emotionally impacted (~62%); (3) enhance the type of care provided to patients (>44%); 
(4) increase personal sense of connectedness to patients (>63%); (5) positively impact 
attitude (>56%), level of respect (>48%), and empathy (>59%) towards patients; and (6) 
influence personal satisfaction in providing care for patients (>49%). Whereas in Lamas 




new and clinically significant understanding of the patients’ goals and preferences despite 
their perceived barriers (73%) [i.e., time does not allow for such conversations; patients 
are too sick; patients who are mechanically ventilated are too challenging to speak with; 
there is perceived burden on the patients’ caregiver(s) if patients are unable to verbally 
communicate]. From the patients’ perspective, Chochinov et al. (2015) and Johnston et 
al. (2015) found these conversations were rated by patients to (1) have a profound level 
importance for healthcare professionals (~83%); (2) a crucial effect on the type of care 
received from healthcare professionals (~63%); and (3) be highly recommended to other 
patients (~92%). Whereas in Lamas et al. (2017a), these conversations demonstrated (1) a 
profound acceptability rate (81%) [i.e., “the conversation was worthwhile”]; (2) a decent 
positive response (21%) [i.e., “provoked hopefulness about future quality life”]; and (3) 
an unchanged level of anxiety (80%) [i.e., “no additional harm”] among patients. 
Although there are differences among the benefits reported by both healthcare 
professionals and patients, this evidence provides valuable information as to the clinical 
significance of such conversations to both healthcare professionals and seriously ill 
patients as well as the feasibility of such conversations, as these conversations were 
found to be completed in a relatively short amount of time (approximately 15 minutes) 
despite the presence of a ventilator or lack thereof (Lamas et al., 2017a). Thus, this 
evidence appears to provide healthcare professionals with tools that offer a convenient 
starting point to facilitate goal and value-based conservations among patients 





Critical Review of the Literature 
The varying benefits reported by both healthcare professionals and patients 
regarding the use of a semi-structured interview tool could potentially be due to 
population differences, the type of semi-structured interview tools utilized, the type of 
outcome measures utilized, and points of measurement. All studies demonstrate 
similarities between designs (mixed methods pilot studies), location (Western countries, 
including the United States, Canada, and Scotland), population characteristics in regards 
to healthcare professional mean age (34–36 years)/patient mean age (63–73 years) and 
healthcare professional gender (~76% female)/patient gender (>54% female) (Chochinov 
et al., 2015; Johnston et al., 2015; Lamas et al., 2017a). The population differences across 
all studies include both the type of patient diagnoses and the type of healthcare 
profession. The type of diagnoses varied across studies, as two studies primarily included 
patients with cancer-related diagnoses and kidney failure (~86.5%) [Chochinov et al., 
2015; Johnston et al., 2015] versus Lamas et al. (2017a) which primarily included 
patients with non-cancer-related diagnoses (i.e., respiratory failure, surgical 
complications, a neurological insult, or trauma). Although the types of diagnoses varied 
across studies with a majority being cancer-related, the applicability of the findings 
remain highly relevant, as cancer-related diagnoses often encompass some degree of 
organ dysfunction and delirium, which are hallmark features of CCI (Lamas et al., 
2017b). The type of healthcare profession also varied across studies, as two studies 
primarily included nurses (>56%) [Chochinov et al., 2015; Johnston et al., 2015] whereas 




that staff physicians, residents, and nurses all indicated that other allied health 
professionals, such as physical therapists and OTs, should also be involved in several 
aspects of communication about patients’ goals, this clearly provides support for the 
importance of the interdisciplinary team to be involved in goal and value-based 
conversations. Each profession, again, may value a certain aspect of such conversations 
greater than other professions depending on their role and responsibilities. For example, 
OTs may prioritize their role in initiating goal-related discussions and acting as a decision 
coach to formulate treatment plans based on patients’ occupations, goals, and values 
(You et al., 2015).  
The type of semi-structured interview tool varied across studies, too, as two 
studies utilized the PDQ (Chochinov et al., 2015; Johnston et al., 2015) whereas Lamas et 
al. (2017a) utilized the Serious Illness Conversation Guide. These semi-structured 
interview tools demonstrate empirical evidence for use with either the advanced cancer 
population or those near the end-of-life. Both populations directly relate to the CCI 
population, as cancer-related diagnoses often encompass some degree of organ 
dysfunction and delirium which, again, are hallmark features of CCI, and the one-year 
mortality rate following acute illness among the CCI population is at least 50 percent 
(Chochinov et al., 2015; Johnston et al., 2015; Lamas et al., 2017a). However, the PDQ is 
a simple, open-ended question (“What do I need to know about you to give you the best 
care possible?”) whereas the Serious Illness Conversation Guide is a series of nine 
questions covering the domains of (1) patient or caregiver(s) understanding and 




about the future (Chochinov et al., 2015; Johnston et al., 2015; Lamas et al., 2017a). 
Although each tool is likely to elicit variable information regarding patients’ goals and 
values, each tool serves a similar purpose — to yield valuable information in a feasible 
manner in order to provide client-centered care for seriously ill populations (Chochinov 
et al., 2015; Johnston et al., 2015; Lamas et al., 2017a; Lamas et al., 2017b). In regards to 
feasibility, it was found that these conversations can be completed in a relatively short 
amount of time (approximately 15 minutes) with the use of the Serious Illness 
Conversation Guide despite the presence of a ventilator or lack thereof (Lamas et al., 
2017a). The total conversation time using the PDQ was not indicated, but it is likely that 
these conversations could be completed in less than 15 minutes, as the PDQ is only one 
question in comparison to the nine questions on the Serious Illness Conversation Guide. 
The types of outcome measures utilized and the points of measurement also 
varied across studies, as two studies utilized the 6-item Patient/Family PDQ Feedback 
Survey and the 8-item Healthcare Professional PDQ Feedback Survey, both of which 
were administered immediately following the conversation (Chochinov et al., 2015; 
Johnston et al., 2015). Whereas, Lamas et al. (2017a) utilized a Clinician Perspective 
Survey within two days of the conversation and a Patient/Caregiver Acceptability Survey 
within seven days of the conversation. The type of outcome measured utilized was simply 
related to the type of semi-structured interview tool used, and therefore, each author was 
likely interested in both the healthcare professionals’ and the patients’ perspectives 
regarding the value of the semi-structured interview tool utilized. The time points of 




by both healthcare professionals and patients, especially the outcome measures that were 
administered after an extended period of time likely minimizing the value of the semi-
structured interview tools and resulting conversations.  
When generalizing to the CCI population in a LTACH, limitations on the 
application of the findings should be considered. For example, additional demographics 
such as race/ethnicity, socioeconomic status (SES), and educational level were not 
reported across studies, and these demographics may play a role in influencing the 
benefits reported among healthcare professionals and patients. And, although each study 
was conducted in a different setting, including a short-term acute care hospital, hospice 
facility, and a LTACH, it is important to note that this evidence is emerging, as these are 
some of the first studies to document such data with seriously ill patients (Chochinov et 
al., 2015; Johnston et al., 2015; Lamas et al., 2017a). In fact, Lamas et al. (2017a) is the 
first and only study conducted in a LTACH of knowledge — the same LTACH where the 
doctoral capstone was implemented — to address the communication gap between 
healthcare professionals and patients experiencing CCI. Thus, this evidence is relatively 
new and attempts to demonstrate the need for goal and value-based conversations to 
routinely occur between healthcare professionals and patients experiencing CCI in a 
LTACH in order to enhance this patient populations’ lived experience (Chochinov et al., 
2015; Johnston et al., 2015; Lamas et al., 2017a).  
It is important to note that the effects of goal and value-based conversations on 
patient-reported outcomes, such as quality of life, stress, anxiety, or depression among 




integrative review (Bennett et al., 2020), systematic review and meta-analysis (Goldfarb 
et al., 2017), and quality improvement project (Lucas et al., 2018), there is support, 
however, for the use of client-centered interventions for patients experiencing CCI in the 
intensive care unit (ICU), including collaborative goal-setting with healthcare 
professionals and visual tracking of goal achievement — both of which are interventions 
typically derived from goal and value-based conversations — in improving patient-
reported outcomes, such as self-perceived satisfaction and quality of life. Although this 
evidence-based support was conducted in the ICU rather than a LTACH, it is still highly 
relevant, as again, patients experiencing CCI in the ICU are frequently transferred to a 
LTACH due to the continued requirement for ongoing acute care and daily physician 
visits, and a majority of patients in a LTACH are classified as “intensive care unit 
survivors” (Koranne, 2011; Lamas et al., 2017b; MedPAC, 2020). Although the effects of 
goal and value-based conversations on patient-reported outcomes are relatively unknown, 
but collaborative goal-setting — which is often derived from goal and value-based 
conversations — has been reported to improve patient-reported outcomes, OTs are 
uniquely equipped to bridge this gap between goal and value-based conversations, 
collaborative goal-setting, and patient-reported outcomes. Collaborative goal-setting 
between healthcare professionals and patients experiencing CCI is, in fact, inherent 
within the scope of OT, as the profession recognizes that only patients and their 
caregiver(s) can identify meaningful occupations as well as goals of personal importance 
but also simultaneously values a therapeutic relationship in order to design treatment 




specifically and as previously stated, OTs (1) gather information regarding what is 
important and meaningful to patients; and (2) identify priorities and establish desired 
targeted outcomes (i.e., goals) in collaboration with patients, in which OT interventions 
are then driven, in part, by the patients’ goals and values gathered during evaluation and 
outcomes measures are selected to be congruent with the patients’ goals (AOTA, 2014). 
In fact, according to AOTA (2014), patients’ perception of progress towards identified 
goals directly reflects patients’ dynamic appraisal of life satisfaction (i.e., self-perceived 
satisfaction or quality of life), which circles back to the literature — collaborative goal-
setting between healthcare professionals and patients experiencing CCI improves patient-
reported outcomes, self-perceived satisfaction and quality of life — further supporting 
OT’s role. And, since it was recommended by staff physicians, residents, and nurses that 
OTs be involved in several aspects of communication about goals (You et al., 2015), 
there is clear support for OT’s role in eliciting goal and value-based conversations among 
patients experiencing CCI in a LTACH.  
Implications 
Based on the literature presented above, it is evident that goal and value-based 
conversations elicited by semi-structured interview tools are acceptable and have the 
potential to be feasible for healthcare professionals to conduct with patients experiencing 
CCI in a LTACH, as indicated by both healthcare professionals and this patient 
population. It is also apparent that collaborative goal-setting between healthcare 
professionals and patients experiencing CCI, which is typically derived from goal and 




perceived satisfaction and quality of life. And lastly, there is clear support for OT’s role 
in eliciting such conversations for patients experiencing CCI in a LTACH, as OTs are 
trained in the knowledge and the skills to do so. Therefore, a brief, client-centered OT 
semi-structured interview tool with evidence-based support among a variety of 
populations and settings designed to (1) elicit goal and value-based conversations; (2) 
guide collaborative goal-setting; and (3) measure patient-reported outcomes, appears to 
be the most effective method to address the problem and its associated consequences (i.e., 
goal and value-based conversations between healthcare professionals and patients 
experiencing CCI in a LTACH do not occur routinely as part of the standard of care, 
leading to a poor quality of life and increased levels of stress, anxiety, and depression 
among this patient population) [Kahn et al., 2015; Lamas et al., 2017a; Lamas et al., 
2017b]. However, the varying benefits reported by both healthcare professionals and 
patients regarding the use of a semi-structured interview tool are to be considered, as the 
differences are likely due to the variability among the populations included, the type of 
semi-structured interview tool and outcome measure utilized, and intervals of 
measurement. Given the new emergence of this evidence and the relatively unknown 
effects of goal and value-based conversations on patient-reported outcomes, such as 
quality of life, stress, anxiety, or depression among the CCI population in a LTACH, the 
overall findings are applicable to this patient population. Thus, based off of the study 
with the fewest threats and clearest findings, a brief, client-centered OT semi-structured 
tool with evidence-based support among a variety of populations and settings designed to 




measure patient-reported outcomes, such as the Canadian Occupational Performance 
(COPM), may alleviate some aspects of the problem and mitigate the effects on patient-







The doctoral capstone aims to enhance patient-reported outcomes (i.e., the lived 
experience) of patients experiencing CCI in LTACH by providing healthcare 
professionals, specifically OTs, with the most useful client-centered OT semi-structured 
interview tool (i.e., COPM) as suggested by the most current existing literature to 
implement routine goal and value-based conversations with this patient population. The 
literature supports the use of semi-structured interview tools between healthcare 
professionals and this patient population, as both healthcare professionals and the 
seriously ill patient population report such tools to be acceptable and relatively feasible, 
to address the problem by offering a convenient starting point to facilitate goal and value-
based conversations more routinely (Kahn et al., 2015; Lamas et al., 2017a; Lamas et al., 
2017b). A semi-structured interview tool designed to elicit goal and value-based 
conversations that incorporates collaborative goal-setting may then, in fact, improve 
patient-reported outcomes among patients experiencing CCI in a LTACH, in which OTs 
are uniquely trained in the knowledge and skills to do so (Bennett et al., 2020; Goldfarb 
et al., 2017; Lucas et al., 2018). The COPM is a brief, client-centered OT semi-structured 
interview tool with a substantial amount of evidence-based support that is (1) acceptable, 
offering significant benefits to a wide variety of clinical settings, with different 
populations, and in different languages and cultures; (2) relatively feasible, with a mean 
administration time of 20–40 minutes depending on the clinical setting; and (3) serves as 




validity among a large variety of populations and settings (i.e., used in more than 40 
countries in 36 different languages with populations of all ages, including but not limited 
to palliative care, oncology, orthopedics, cardiovascular-related diagnoses, 
neuromuscular diseases, spinal cord injury [SCI], and acquired brain injury 
[ABI]/traumatic brain injury [TBI], including acute cerebral vascular accident [CVA]) 
[Law et al., 2005; Shirley Ryan AbilityLab, 2021], but it has yet to be implemented with 
the adult CCI population in a LTACH. However, given that the COPM is specifically 
designed to (1) guide patients in identifying issues of personal importance with the 
assistance of an OT; (2) provide a basis for patients to participate in collaborative goal-
setting with an OT; and (3) detect changes in patients’ self-perception of performance 
and satisfaction over time (Law et al., 2005), the COPM appears to guide the content of 
the semi-structured interviews among the CCI population in a LTACH accordingly, 
allowing for goal and value-based conversations, collaborative goal-setting, and 
measurement of pre-test to post-test patient-reported outcomes to take place.  
The use of the COPM circles back to the Theory of Planned Behavior, in that it 
intervenes at the moderated causal relationship, volitional control (i.e., healthcare 
professionals’ actual level of control over the availability of time, funding, and access to 
client-centered assessments), providing healthcare professionals, specifically OTs, with 
increased volitional control — access to a client-centered assessment that is relatively 
feasible to administer to patients experiencing CCI in a LTACH. This enables a positive 
moderating effect to take place on the direct relationship between the healthcare 




healthcare professionals’ lack of client-centered care (i.e., lack of performance or 
execution of goal and value-based conversations) with patients experiencing CCI in a 
LTACH (Ajzen & Fishbein, 2005; Ajzen, 2020; Klaic et al., 2019). Measurement of pre-
test to post-test patient-reported outcomes are imperative in order to observe whether a 
change occurred over time (i.e., whether the patients’ goals and values were maintained 
over the course of their hospital stay following administration of the COPM) as opposed 
to measurement of patient-reported outcomes at one point in time which would indicate 
that the patients’ goals and values were prioritized only at that moment in time. A 
positive change over time in patient-reported outcomes from pre-test to post-test may 
indicate that the COPM is an effective method to address the problem, demonstrating the 
importance of routine goal and value-based conversations between healthcare 
professionals and patients experiencing CCI in a LTACH. This again circles back to the 
Theory of Planned Behavior, in that if a positive change in patient-reported outcomes is 
observed over time, a new norm within SHC in support of goal and value-based 
conversations through the use of the COPM between healthcare professionals and 
patients experiencing CCI may result — which directly intervenes at the moderated 
causal relationship, contextual factors (i.e., norms and policies of place of employment 
[LTACH]). This enables a positive moderating effect to take place on the direct 
relationship between the healthcare professionals’ attitude, subjective norms, and 
perceived behavioral control and the healthcare professionals’ degree of intention to have 
goal and value-based conversations with patients experiencing CCI in a LTACH in a 




The doctoral capstone directly aligns with the most current and active department-
level policy within the Spaulding Rehabilitation Network entitled the 2018 Occupational 
Therapy Scope of Service Policy, which again states “A standard assessment will be 
completed by the occupational therapists to ensure appropriate and comprehensive 
evaluation. The Occupational Therapy Assessment will include the following content 
areas: Patient and family goals…Patient goal focus” (Spaulding Rehabilitation Network, 
2018, p. 1). As stated previously, the Spaulding Rehabilitation Network policy appears to 
support goal and value-based conversations between OTs and patients experiencing CCI 
at SHC, but it is unclear what the “standard assessment” entails and how the “patient goal 
focus” is maintained over the course of patients’ hospital stay (Spaulding Rehabilitation 
Network, 2018). However, since the policy does support the use of a “standard 
assessment” to ensure “patient goal focus,” the use of the COPM appears to be a suitable 
standardized assessment as it serves as a basis for patients’ goals. As a result, SHC may, 
then, be more likely to support routine goal and value-based conversations between 




The study population included were adult patients, ages 18 years or older, 
experiencing CCI in a single LTACH, SHC, who provided informed consent and were 
admitted from the beginning of July 2021 to the end of August 2021. A CCI was defined 
by its hallmark characterizations which included prolonged mechanical ventilation, 




cognition were included only if the patients were able to communicate either verbally or 
via alternative means. Patients whose primary language was not English were not 
excluded, as portable speakerphones called Interpreter Phone on a Pole (IPOP) were 
available to be wheeled into patients’ rooms and connected to an appropriate interpreter 
at any time. The participant information sheet and SHC participant consent form were, 
however, unable to be translated into languages other than English. The exclusion criteria 
included adult patients, ages 18 years or older, experiencing CCI but whose primary 
diagnosis encompassed a disorder of consciousness and/or those who were not 
cognitively intact, resulting in a limited ability to provide informed consent or 
communicate either verbally or via alternative means. Since the primary investigator was 
considered a student as opposed to an employee of SHC, the primary investigator was 
unable to make initial contact with patients to administer the participant information sheet 
and the SHC participant consent form per SHC policy. Thus, a patient’s eligibility to 
participate was determined by the patient’s primary OT based on the inclusion criteria 
following outreach via secure email from the primary investigator who reviewed current 
admissions via Epic, the electronic medical record of SHC. If determined to be eligible, 
the patient’s primary OT then provided a physical copy of the participant information 
sheet and the SHC participant consent form to the eligible patient in-person within one-
week post-admission. For those who met the inclusion criteria but had a healthcare proxy 
(i.e., healthcare decision maker) activated, the healthcare proxy was contacted by the 
patient’s primary OT regarding consent on behalf of the patient to participate. If consent 




of the signed SHC participant consent form in a manila folder within a secure office in 
the rehabilitation gym located on the same floor at the patient’s room and informed the 
primary investigator of the patient’s consent via secure email. The physical copy of the 
signed SHC participant consent form was then obtained from the secure office and copied 
by the primary investigator. The original signed SHC participant consent form was 
scanned into the patient’s electronic medical record by the Health Information 
Management (HIM) department at SHC, and the copied version was stored in a manila 
folder located in a secure office at SHC. The primary investigator of the doctoral 
capstone was a Boston University (BU) Entry-Level Doctor of Occupational Therapy 
student who received academic mentorship from Dr. Simone Gill, Ph.D., OT, OTR/L, 
FAOTA and site (SHC) mentorship from Lynn Krisko, M.S., OTR/L. The primary 
investigator was trained in administration of the COPM and educated in the advanced 
applications of the COPM (i.e., the use of an interpreter or an alternate respondent, such 
as patient’s caregiver[s]) prior to COPM administration at SHC, as the administration 
steps and advanced applications were available online via the COPM website at no 
additional cost (COPM, 2021a). The Revised 5th Edition (i.e., the most current edition) 
English COPM – Paper Version manual and measure (100 copies) were purchased by the 
primary investigator for $25.00 US dollars to formally track COPM data.  
Once the primary investigator obtained and copied the physical copy of the SHC 
participant consent form, a thorough chart review via Epic was conducted by the primary 
investigator to obtain de-identified patient demographic information, including primary 




baseline cognition, and date of admission. Patient demographics, specifically education 
level and socioeconomic status, were obtained via patient self-report during the semi-
structured interview using the COPM, as such demographics are not typically readily 
available via Epic. All patient demographics were de-identified of patient identifiers and 
only identified by a randomized code. All de-identified information was kept in a secure 
SHC office and stored in Google Sheets/Microsoft Excel with access only by the primary 
investigator as well as the academic and site mentor of the primary investigator.  
Based off of the chart review via Epic, the primary investigator utilized their 
clinical judgement and reasoning regarding the most appropriate utilization of the COPM, 
as the COPM is traditionally administered in a verbal semi-structured interview format, 
to best fit each patients’ needs who provided consent, including but not limited to, written 
communication, the use of an IPOP for interpreter services, the use of visual scales or 
alternate scaling (i.e., five-point scaling versus ten-point scaling), or cross-cultural 
applications (i.e., productivity may not be an applicable occupational performance 
problem area in non-Western cultures). The most appropriate utilization of the COPM 
was recorded if it differed from the traditional COPM administration format and stored 
along with the patients’ de-identified demographics with user restricted access. 
 Within approximately one-week post-admission on average (i.e., 6.8 days post-
admission), a series of semi-structured interviews using the COPM were conducted with 
eligible patients who provided informed consent by the primary investigator from mid-
July 2021 to the beginning of September 2021. Both the primary investigator and the 




and (3) measurement of pre-test patient-reported outcomes, self-perceived performance 
and self-perceived satisfaction. During goal and value-based conversations between the 
primary investigator and the patient, occupational performance problems in areas of self-
care, productivity, and leisure were identified by the patient in collaboration with the 
primary investigator. The patient was then asked by primary investigator to rate the 
importance of each occupational performance problem identified on a ten-point scale (1 = 
not important at all, 10 = extremely important). During collaborative goal-setting, the 
patient chose up to five occupational performance problems that seemed the most 
currently pressing and established at least one goal to address an occupational 
performance problem in collaboration with the primary investigator. For measurement of 
pre-test patient-reported outcomes, the primary investigator then asked the patient to rate 
their self-perceived performance (1 = not able to do it at all, 10 = able to do it extremely 
well) and self-perceived satisfaction (1 = not satisfied at all, 10 = extremely satisfied) on 
the occupational performance problems (i.e., up to five problems) identified using a ten-
point scale. The date and time of the semi-structured interview as well as data related to 
the purposes of dataset analysis (i.e., pre-test patient-reported outcomes) were stored 
along with patients’ other de-identified information with user restricted access. 
Following the semi-structured interview using the COPM, the primary 
investigator communicated the information (i.e., patients’ occupational performance 
problem[s] and associated goal[s] focus) gathered via secure email to the patients’ 
primary OT, as a basis to drive subsequent OT interventions through implementation of 




be of priority. Within three days prior to discharge on average, the COPM was re-
administered to the patient by the primary investigator for measurement of post-test 
patient-reported outcomes, self-perceived performance and self-perceived satisfaction. 
The primary investigator asked the patient to again rate their self-perceived performance 
(1 = not able to do it at all, 10 = able to do it extremely well) and self-perceived 
satisfaction (1 = not satisfied at all, 10 = extremely satisfied) on the occupational 
performance problems (i.e., up to five problems) identified using a ten-point scale. In 
addition, a second chart review via Epic although brief was conducted by the primary 
investigator to obtain de-identified patient information regarding date of discharge and 
length of stay. The additional de-identified patient demographics, date and time of re-
administration, and data related to the purposes of dataset analysis (i.e., post-test patient-
reported outcomes) were stored along with patients’ other de-identified information with 
user restricted access.  
Desired/Expected Outcomes  
 
The desired short-term outcomes of the doctoral capstone were increased positive 
patient-reported outcomes, self-perceived performance and self-perceived satisfaction, on 
at least one occupational performance problem identified at baseline from pre-test to 
post-test measurement. The intention was that an increase in self-perceived performance 
and self-perceived satisfaction from on or near evaluation to on or near discharge was to 
be observed for the occupational performance problem(s) for which the established 
goal(s) and subsequent OT interventions addressed. Routine goal and value-based 




patients who had goal and value-based conversations elicited through semi-structured 
interviews using the COPM in comparison to the total number of patients who were 
eligible for such conversations were intended to be relatively similar.  
The desired long-term impacts of the doctoral capstone were an enhanced quality 
of life and decreased levels of stress, anxiety, and depression among the patients as well 
as the establishment of routine goal and value-based conservations as part of the standard 
of care for adult patients experiencing CCI in a LTACH. If positive changes in self-
perceived performance and self-perceived satisfaction were observed over time among 
the occupational performance problem(s) of importance to patients (i.e., results may be of 
clinical significance), then an enhancement in quality of life as well as decreased stress, 
anxiety, and depression among this population may be indicated. This is supported by 
AOTA (2014), as patients’ perception of progress towards identified goals directly 
reflects patients’ dynamic appraisal of life satisfaction (i.e., self-perceived satisfaction 
and quality of life). This ultimately supports the establishment of routine goal and value-
based conservations as part of the standard of care for adult patients experiencing CCI in 
a LTACH through semi-structured interviews using the COPM although the constructs of 
quality of life and the associated mental health sequalae were not explicitly or formally 
assessed.  
Barriers to Implementation 
 
 Due to the nature of a healthcare organization, a number of barriers to 
implementation of the doctoral capstone arose throughout, including the logistics of the 




consent form, total administration time, time of administration, and feasibility of 
interventions. For example, per SHC policy, the primary investigator was unable to make 
initial contact with patients since the primary investigator was considered a student as 
opposed to an employee, restricting the primary investigator’s ability to administer the 
participant information sheet and the SHC participant consent form. Therefore, the 
patient’s primary OT adopted the responsibility of administering the participant 
information sheet and the SHC participant consent form, which required increased 
communication via secure email between the primary investigator and the patient’s 
primary OT, demanding unanticipated additional collaboration and time. For those who 
met the inclusion criteria but had an active healthcare proxy (i.e., healthcare decision 
maker), the healthcare proxy was contacted by the patient’s primary OT regarding 
consent on behalf of the patient to participate also requiring additional time from the 
patient’s primary OT. All of the active healthcare proxies who were contacted by the 
patient’s primary OT declined consent on behalf of the patient to participate. A number 
of patients’ primary language was not English, and although these patients were not 
excluded, the participant information sheet and the SHC participant consent form was not 
readily available in languages other than English. Since the participant consent form was 
developed by SHC, it was required of the primary investigator to use, and therefore, it 
was insufficient to translate the participant information sheet into languages other than 
English if the participant consent form was not also translated. Thus, since the participant 




patient population served, this may have had a negative impact on patient participation 
(i.e., percent of patients who declined consent) in the doctoral capstone.  
Although Lamas et al. (2017a) found that goal and value-based conversations can 
be completed in a relatively short amount of time (approximately 15 minutes) with the 
use of a semi-structured interview tool among this patient population despite the presence 
of a ventilator or lack thereof, the COPM — of the primary investigator’s knowledge — 
had not been previously implemented among this patient population prior to this doctoral 
capstone. Thus, the COPM required greater than 15 minutes to implement especially 
during initial administration. It was estimated that each semi-structured interview 
conducted using the COPM required approximately 30 minutes for initial administration 
although the total administration time was not formally recorded by the primary 
investigator. Although the estimated required time is not ideal for a LTACH setting, 
especially given that the primary investigator was only on-site at SHC two days per week 
due to the regulations related to the ongoing COVID-19 global pandemic, it does directly 
align with the mean administration time (i.e., 20–40 minutes) of the COPM (COPM, 
2021b). Regardless, prior to implementation of the doctoral capstone, it was anticipated 
that the initial administration of the COPM would require a reasonably sufficient yet 
realistic amount of time (i.e., approximately 30 minutes), and since the COPM is a semi-
structured interview designed to simulate a conversation, it has potential to be 
simultaneously conducted during the first OT intervention session. In regards to the time 
of administration, the initial COPM is traditionally administered upon evaluation (i.e., at 




primary investigator was only on-site at SHC two days per week. Therefore, the semi-
structured interview using the COPM was more feasible to be conducted within 
approximately one-week post-admission on average (i.e., 6.8 days post-admission date) 
once informed consent was obtained. Re-administration of the COPM is typically 
conducted on the day of discharge, but again, given that the primary investigator was 
only on-site at SHC two days per week, re-administration was more feasible 
approximately within three days prior to discharge on average. 
Additionally, implementation of the patient’s goal(s) was designed to be fully 
integrated into OT interventions, as each patient established at least one goal to address 
an occupational performance problem. However, the nature of a LTACH (i.e., a 
“hospital-based” environment) posed challenges, as the integration of the patient’s 
collaboratively set goal(s) into OT interventions was limited given both the physical and 
social environment of a LTACH, number of OT sessions received, precautions, and the 
extent of one’s medical needs. In regards to precautions, for example, those on transplant 
(certain transplants, such as a lung transplant) or neutropenic precautions were unable to 
go outdoors. Neutropenic precautions also include limitations on the exposure to fresh 
flowers and produce. This limited the feasibility of interventions when, for example, a 
patient’s goals was related to community or functional mobility or if gardening was a 
highly valued occupation. Those on enhanced respiratory precautions, such as an 
exposure to COVID-19 or COVID-19 positive, are restricted to their inpatient room for 
14 days, in which no activities or materials can be brought inside or taken outside the 




extremely limiting to the feasibility of interventions, and thus, given both the physical 
and social environment of a LTACH and precautions, flexibility and creativity were of 
essence when integrating the patients’ goal(s) into subsequent OT interventions. The 
quantity and quality of such OT interventions may also have been negatively impacted by 









Logic Model  















online via the 





educated in the 
advanced 
applications of the 
COPM (advanced 
applications 
available online via 
the COPM website 
at no cost) 
 
A single LTACH, 
specifically SHC 
 
Adult patients, ages 
18 years or older, 
experiencing CCI 


































# of patients 











































as part of the 
standard of 






















and/or those who 
were not 
cognitively intact, 
resulting in a 




verbally or via 
alternative means 
 
5th Edition (i.e., 
most current 
edition) English 
COPM Manual and 
Measures – Paper 
Version  
 
$25.00 to purchase 
the COPM Manual 
and 100 paper 
copies of the 5th 
Edition English 
COPM Measure  
 
Implementation 























the COPM by 
the primary 
investigator on 
















To evaluate outcomes of the doctoral capstone, an outcomes dataset analysis was 
conducted, which directly reflects the above logic model (Table 1). At both the individual 
(i.e., eligible patients who provided informed consent) and aggregate (i.e., all eligible 
patients who provided informed consent) level, the desired short-term outcomes that were 
measured included pre-test and post-test patient-reported outcomes, self-perceived 
performance and self-perceived satisfaction, which were obtained during administration 
of the COPM on or near patients’ admission date and re-administration of the COPM on 
or near patients’ discharge date. The additional desired short-term outcome measured at 
the aggregate level was the routineness of goal and value-based conversations over the 
course of the doctoral capstone, which was examined based on percentage.  
At the individual level, measurement of pre-test patient-reported outcomes using 
the COPM were obtained within approximately one-week post-admission on average 
(i.e., 6.8 days post-admission date) once informed consent was obtained. More 
specifically, each patient was asked by the primary investigator to rate their self-
perceived performance (1 = not able to do it at all, 10 = able to do it extremely well) and 
self-perceived satisfaction (1 = not satisfied at all, 10 = extremely satisfied) on the 
occupational performance problems (i.e., up to five problems) identified using a ten-point 
scale. Within three days prior to discharge on average, measurement of post-test patient-
reported outcomes were obtained by re-administering the COPM, in which each patient 
was, again, asked by the primary investigator to rate their self-perceived performance (1 
= not able to do it at all, 10 = able to do it extremely well) and self-perceived satisfaction 




problems (i.e., up to five problems) identified using a ten-point scale. Following 
measurement of pre-test and post-test patient-reported outcomes, measurement of 
whether change over time occurred for each patient pre-test to post-test for the patient-
reported outcomes of self-perceived performance and self-perceived satisfaction was 
conducted for the occupational performance problem of most importance to each patient. 
If change occurred over time for self-perceived performance and/or self-perceived 
satisfaction, clinical significance was evaluated for each patient, which according to 
COPM (2021c), a difference in scores of at least two points for self-perceived 
performance and self-perceived satisfaction demonstrates clinical significance.  
At the aggregate level, the responsiveness of the COPM to measure change in 
self-perceived performance and self-perceived satisfaction was examined across all 
patients. First, the percentage of patients who demonstrated clinically significant change 
across the patient-reported outcomes of self-perceived performance and self-perceived 
satisfaction was calculated. Then, the average (mean) change that occurred as well as the 
standard deviation across all patients from pre-test to post-test for the patient-reported 
outcomes of self-perceived performance and self-perceived satisfaction was calculated. 
Next, the mean change that occurred for both self-perceived performance and self-
perceived satisfaction was further evaluated to determine whether then change was of 
clinical and/or statistical significance. Statistical significance was evaluated using a 
paired samples t-test. The additional short-term outcome measured at the aggregate level 
was the routineness of goal and value-based conversations over the course of the doctoral 




the total number of COPM administrations out of the total number of patients eligible 
with consideration of those who declined consent and the attrition rate. 
Results of Data Analysis 
From July 8, 2021 to August 30, 2021, which is approximately eight weeks total, 
there were 125 total admissions to SHC. The flow of participants over the course of the 
eight weeks is described below and visually represented in Figure 2. The primary OT of 
each new admission was contacted by the primary investigator via secure email regarding 
the patient’s eligibility to participate based on the inclusion and exclusion criteria of the 
doctoral capstone. Due to limited availability between the primary investigator and the 
patient’s primary OT (i.e., primary investigator’s limited ability to be on-site at SHC due 
to regulations related to the ongoing COVID-19 global pandemic and the primary OT’s 
scheduled time off), there were 14 admissions that were, unfortunately, unable to be 
approached by the primary OT for assessment of eligibility. However, each of the 
remaining 111 admissions were able to be approached by their primary OT and assessed 
for eligibility to participate based on the inclusion and exclusion criteria, resulting in 59 
admissions who were deemed ineligible to participate and 52 admissions who were 
deemed eligible to participate. The 59 admissions who were deemed ineligible to 
participate did not meet the inclusion criteria, in that these patients demonstrated a 
limited ability to provide informed consent or communicate either verbally or via 
alternative means due to medical acuity, cognition, aphasia, or level of arousal. The 52 
admissions who were deemed eligible to participate met the inclusion criteria and were 




Of the 52 total admissions who were approached regarding consent, 18 patients declined 
to consent to participate due to “too much going on at the moment and/or feeling 
overwhelmed”, a lack of interest, or no reason was provided. Thus, the remaining 34 
patients provided informed consent and were subsequently enrolled in the doctoral 
capstone. However, three admissions did withdraw their informed consent prior to the 
semi-structured interview led by the primary investigator due to a limited ability to recall 
providing informed consent or secondary to excessive fatigue. Thus, there were a total of 
31 patients who provided informed consent and subsequently participated in the initial 
semi-structured interview where pre-test patient-reported outcomes, self-perceived 





Figure 2  
Participant Flow Diagram 
 
A series of semi-structured interviews using the COPM were then conducted from 
July 15, 2021 to September 2, 2021, which is approximately seven weeks, with the 31 
patients who provided informed consent, resulting in administration of the initial COPM 
approximately one-week post-admission on average (i.e., 6.8 days post-admission date). 
Since the initial COPM is traditionally administered upon OT evaluation (i.e., at baseline 




two days per week, it was deemed reasonable and acceptable to administer the COPM 
within approximately one-week post-admission. The 14 admissions that were unable to 
be approached and assessed for eligibility had ultimately surpassed the one-week post-
admission timeframe due to the limited availability between the primary investigator and 
the primary OT. However, of the 52 patients deemed eligible to participate, 60 percent 
(n=31) provided informed consent and completed pre-test patient reported outcomes, 
self-perceived performance and self-perceived satisfaction, via initial administration of 
the COPM, which correlates to a 60 percent routine rate of goal and value-based 
conversations between healthcare professionals and adults experiencing CCI in a 
LTACH. This can be observed in Figure 3.  
The most common occupational performance problem of most importance to 
patients and its subsequent goal type derived from the goal and value-based conversation 
were either related to functional mobility (70.6 percent, n=12), activities of daily living 
(ADLs) [23.5 percent, n=4], or unpaid work (5.8 percent, n=1). It is important to note that 
the occupational performance problem and subsequent goal type derived from the semi-
structured interview using the COPM not only allowed for subjective, measurable data 
regarding patients’ self-perception of performance and self-perception of satisfaction but 
also demonstrated the potential to gather objective, measurable data regarding patients’ 
level of function (i.e., functional mobility/ADLs) which is reimbursable by the Centers 
for Medicare and Medicaid. The most striking element derived from the semi-structured 
interview using the COPM, however, was the underlying reason supporting the 




type. For example, a majority of patients indicated the reason to be (1) lessen the burden 
on their partner/spouse; (2) return to paid or unpaid work, such as a teacher, crossing 
guard, or mother, and/or daily occupations, such as shaving one’s legs; and (3) reminded 
of what brings meaning and purpose to their lives, such as enjoying the outdoors or 
drinking a morning coffee on the front porch of their home. This directly reflects how the 
communication gap that exists between healthcare professionals and patients 
experiencing CCI in a LTACH may contribute to a poor quality of life, the associated 
mental health sequalae (i.e., increased levels of stress, anxiety, or depression), 
occupational deprivation, role loss, and social isolation, but it also granted patients the 
ability to be heard by healthcare professionals at SHC by addressing this gap through a 
simple conversation regarding what brings meaning and purpose to each patient’s life. 
Figure 3 









However, of the 31 patients who provided informed consent and completed pre-
test patient-reported outcomes, self-perceived performance and self-perceived 
satisfaction), not all 31 also completed post-test patient-reported outcomes, self-perceived 
performance and self-perceived satisfaction, as 14 were lost in follow-up. Of the 14 
patients lost in follow-up, seven patients had yet to be recommended for safe discharge, 
five patients had unexpectedly discharged, one patient had become medically unstable 
resulting in a leave of absence (LOA) to a short-term acute care hospital, and one patient 
had passed away. In regards to the seven patients who had yet to be discharged, the one 
who went LOA, and the one who passed away, these were occurrences that were 
expected. For example, the average length of stay in a LTACH is 26.6 days indicating 
that a length of stay greater than the national average is possible (MedPAC, 2020), in 
which the primary investigator’s ability to gather post-test patient reported outcomes was 
limited due to both patients’ length of stay and the time span of the doctoral capstone. 
Additionally, given that the CCI population is frequently transferred to a LTACH 
because they continue to require ongoing acute care and daily physician visits, medical 
instability is likely which can result in a LOA to a short-term acute care hospital and/or 
mortality. In regards the five patients who discharged unexpectedly, there has been a 
facility-wide (SHC) push per the primary investigator’s site mentor to quickly discharge 
those patients who no longer require ongoing acute care and daily physician visits. 
Therefore, since the primary investigator was only on-site at SHC two days per week, 
these patients were lost in follow-up. Thus, the outcomes of dataset analysis only reflect 




patient reported outcomes, self-perceived performance and self-perceived satisfaction. 
Post-test patient reported outcomes, self-perceived performance and self-perceived 
satisfaction, were obtained three days prior to discharge on average.  
The population demographics of the patients (n=17) who provided informed 
consent and completed both pre-test and post-test patient-reported outcomes are 
described below and visually represented in Table 2. The patients’ primary diagnoses 
represented a wide range, from septicemia (17.6 percent, n=3), acute respiratory failure 
(17.6 percent, n=3), organ transplant (11.8 percent, n=2), abdominal aortic aneurysm 
(17.6 percent, n=3), heart failure resulting in a left ventricular assist device (6.0 percent, 
n=1), cancer (11.8 percent, n=2), and trauma endured from a motor vehicle accident, fall, 
or alcohol and drug use (17.6 percent, n=3), thoroughly representing the most common 
characterizations of the CCI population. The patients’ average age was 63.6 years ranging 
from 33 to 84 years, and 58.8 percent (n=10) of the patients identified as male. Most of 
the patients were Caucasian (94.1 percent, n=16), but the patients’ self-reported education 
level was greatly dispersed, ranging from below high school level to post-graduate level. 
35.3 percent (n=6) self-reported their socioeconomic status to be of upper-middle class, 
but overall, 82.3 percent (n=14) of the population included could be considered as 
middle-class in general. Prior to hospitalization, a majority of patients (70.6 percent, 
n=12) indicated their prior level of physical function to be fully independent with ADLs, 
instrumental activities of daily living (IADLs), and functional mobility, in which they 
required no assistance from another person to complete such activities. ADLs, for 




example, may include but are not limited to grocery shopping, laundry, medication 
management, and meal preparation. A majority of the patients (64.7 percent, n=11) were 
reported to be alert and oriented to person (i.e., who they are), location (i.e., where they 
are), and time (i.e., what the date is) by their primary OT.  
Table 2  
Population Demographics*  
Primary Diagnosis, n (%) 
     Septicemia  
     Acute respiratory failure  
     Organ (liver) transplant  
     Trauma (motor vehicle accident, fall, drug/alcohol use) 
     Cancer 
     Abdominal aortic aneurysm (AAA) 










    Age Range 
63.6 years 
33 – 84 years 
Female Gender, n (%) 7 (41.2%) 
Male Gender, n (%) 10 (58.8%) 
Race/Ethnicity, n (%) 
     Caucasian  




Education Level, n (%) 
     Below high school      
     High school 
     Trade school 
     Some college 
     College 








Socioeconomic Status (SES), n (%) 
     Low-class 
     Lower-middle class 
     Middle-class 
     Upper-middle class 







Prior Level of Physical Function, n (%) 
     Independent with ADLs1, IADLs2, functional mobility  







     Requires assistance with ADLs and IADLs  1 (5.9%) 
Baseline Cognition, n (%) 
     Alert and oriented to person, location, time (A&O x3) 




*patients who provided informed consent and completed pre-test and post-test patient-
reported outcomes  
1activities of daily living, such as bathing or dressing  
2instrumental activities of daily living, such as grocery shopping, laundry, medication 
management, or meal preparation  
 
 
Each patients’ self-reported rating using a ten-point scale regarding their self-
perceived performance (P) and self-perceived satisfaction (S) for the occupational 
performance problem of most importance, both pre-test (P1 or S1) and post-test (P2 or S2), 
can be observed in Tables 3 (P) and 5 (S). For self-perceived performance, the mean pre-
test rating was 3.94 with a 2.38 standard deviation, and the mean post-test rating was 7.18 
with a 2.27 standard deviation (Table 4). For self-perceived satisfaction, the mean pre-
test rating was 5.06 with a 2.70 standard deviation, and the mean post-test rating was 7.47 
with a 2.53 standard deviation (Table 6). This indicates that the pre-test means for self-
perceived performance and self-perceived satisfaction as well as the post-test means for 
self-performance and self-perceived satisfaction are relatively well-aligned across 
patients but both the pre-test and post-test means for self-perceived performance and self-
perceived satisfaction vary within patients.  
Change over time from pre-test to post-test for both self-perceived performance 
(P2 – P1) and self-perceived satisfaction (S2 – S1) for each patient was also calculated and 
can, too, be observed in Tables 3 and 5. According to COPM (2021c), any change over 
time from pre-test to post-test tends to be meaningful, but a difference in scores of at least 




clinical significance. All but one patient (94.12 percent) indicated a positive change over 
time from pre-test to post-test in self-perceived performance (Table 3) with 82.35 percent 
indicating a change of clinical significance (Table 4), and all but three patients (82.35 
percent) indicated a positive change over time from pre-test to post-test in self-perceived 
satisfaction (Table 5) with 58.82 percent indicating a change of clinical significance 
(Table 6). The single patient who did not indicate a positive change over time for self-
perceived performance and the three patients who did not indicate a positive change over 
time for self-perceived satisfaction stayed the same over time, indicating no harm was 
caused. The mean change from pre-test to post-test for self-perceived performance was 
3.24 with a p-value of 0.000002, and the mean change from pre-test to post-test for self-
perceived satisfaction was 2.41 with a p-value of 0.000346, indicating both a clinically 
and statistically significant mean change from pre-test to post-test for both self-perceived 
performance and self-perceived satisfaction amongst the occupational performance 






Self-Perceived Performance at the Individual Level 
Patient  Pre-test P 
(P1) 
Post-test P  
(P2) 
P Change 
(P2 – P1) 
A 6 9 3* 
B 7 8 1 
C 4 10 6* 
D 7 9 2* 
E 1 4 3* 
F 2 7 5* 
G 4 7 3* 
H 1 1 0 
I 7 8 1 
J 2 7 5* 
K 1 9 8* 
L 4 7 3* 
M 8 10 2* 
N 4 7 3* 
O 5 8 3* 
P 2 5 3* 
Q 2 6 4* 
*indicates clinical significance  
 
Table 4 
Self-Perceived Performance at the Aggregate Level  
Mean P1 (n=17) 3.94 
Standard Deviation of P1 (n=17) 2.38 
Mean P2 (n=17) 7.18 
Standard Deviation of P2 (n=17) 2.27 
Percentage of Clinical Significance (n=14) 82.35% 
Mean Change 







Table 5  
Self-Perceived Satisfaction at the Individual Level  
Patient  Pre-test S 
(S1) 
Post-test S  
(S2) 
S Change 
(S2 – S1) 
A 7 8 1 
B 8 10 2* 
C 10 10 0 
D 7 9 2* 
E 1 6 5* 
F 7 9 2* 
G 4 5 1 
H 1 1 0 
I 7 10 3* 
J 2 8 6* 
K 1 10 9* 
L 3 5 2* 
M 5 8 3* 
N 6 7 1 
O 7 10 3* 
P 5 5 0 
Q 5 6 1 
*indicates clinical significance  
 
Table 6 
Self-Perceived Satisfaction at the Aggregate Level  
Mean S1 (n=17) 5.06 
Standard Deviation of S1 (n=17) 2.70 
Mean S2 (n=17) 7.47 
Standard Deviation of S2 (n=17) 2.53 
Percentage of Clinical Significance (n=10) 58.82% 
Mean Change 










A plan for dissemination of the doctoral capstone was created in order to inform 
the target audiences, which included SHC, Boston University, and the greater OT 
community, of the outcomes. More specifically, in order to (1) convey both the clinical 
and statistical value of routine goal and value-based conversations on patient-reported 
outcomes, self-perceived performance and self-perceived satisfaction; and (2) gain 
support for the establishment of routine goal and value-based conversations as part of the 
standard of care between healthcare professionals and patients experiencing CCI in a 
LTACH, the quantitative results were disseminated via a PowerPoint presentation to the 
SHC community both in-person at a rehabilitation in-service and virtually via the 
teleconference platform, Zoom. The members of the SHC community included those who 
held either a direct or indirect role in the implementation of the doctoral capstone, which 
was comprised of the (1) SHC rehabilitation managers; (2) quality and compliance 
manager; (3) OTs; (4) recreational therapist; (5) music therapist; and (6) Patience 
Experience Committee. Dissemination of the positive quantitative outcomes, again, 
circles back to the Theory of Planned Behavior, in that a new norm may result amongst 
the SHC community in support of goal and value-based conversations, which were 
elicited through use of the COPM, between healthcare professionals and patients 
experiencing CCI — moderating the direct relationship between the healthcare 
professionals’ attitude, subjective norms, and perceived behavioral control and the 




with patients experiencing CCI in a LTACH in a positive manner (Ajzen & Fishbein, 
2005; Klaic et al., 2019; Kortteisto et al., 2010). A handout, available in both paper copy 
and an electronic portable document format (PDF), was specifically created for the OTs 
at SHC outlining the COPM administration instructions and was also disseminated. The 
primary investigator developed the handout to facilitate a general understanding of how 
the quantitative results were retrieved via administration of the COPM as requested by 
primary investigator’s site mentor who indicated that a majority of the OTs at SHC self-
reported little to no experience in using the COPM.  
Regardless of the significant outcomes however, the semi-structured interview 
tool used by the primary investigator to conduct goal and value-based conversations with 
patients experiencing CCI at SHC, the COPM, is a copy-righted measure. Therefore, 
neither the Revised 5th Edition English COPM – Paper Version Manual nor Measures 
could be distributed for use by the OTs at SHC both over the course of the doctoral 
capstone or following completion of the doctoral capstone. In order to promote carryover 
of routine goal and value-based conversations between healthcare professionals (i.e., 
OTs) and patients experiencing CCI at SHC, however, three sample copies of the COPM 
were provided to the OTs of SHC (i.e., one sample copy provided to each unit) as a 
reference to offer a convenient starting point to facilitate continuance of such 
conversations following completion of the doctoral capstone.   
Although the Revised 5th Edition English COPM – Paper Version Manual and 
Measures could not be distributed, there is active discussion amongst the SHC 




organization’s electronic medical record, Epic, as an assessment available for use by the 
OTs given the significance of the outcomes observed. Since the Revised 5th Edition 
English COPM – Paper Version Manual and Measure are copy-righted, a licensing 
agreement to replicate the COPM into Epic must be arranged between the SHC 
organization and the authors of the COPM. This can be done by contacting the authors of 
the COPM via the contact us page of the COPM’s website (https://www.thecopm.ca) or 
via email at contact@thecopm.ca (Law et al., 2019), in which the primary investigator 
plans to pioneer following completion of the doctoral capstone. Implementation of the 
COPM into Epic would allow the OTs of SHC to have greater access or increased 
volitional control — access to a client-centered assessment that is relatively feasible to 
administer to patients experiencing CCI in a LTACH — which again circles back to the 
Theory of Planned Behavior, moderating the direct relationship between the healthcare 
professionals’ degree of intention to have goal and value-based conversations and 
healthcare professionals’ lack of client-centered care (i.e., lack of performance or 
execution of goal and value-based conversations) with patients experiencing CCI in a 
LTACH in a positive manner (Ajzen & Fishbein, 2005; Ajzen, 2020; Klaic et al., 2019). 
Embedding the COPM into the organization’s electronic medical record, Epic, not 
only demonstrates support for the establishment of routine goal and value-based 
conversations as part of the standard of care between healthcare professionals and 
patients experiencing CCI in a LTACH but allows for future initiatives to examine 
whether possible correlations between the COPM and other data collected may exist. 




discharge from SHC indicated that they “somewhat” had enough input or say in their care 
causing SHC to score below the national average across all inpatient rehabilitation 
healthcare organizations (Spaulding Rehabilitation Network, 2021), it is possible that 
routine administration of the COPM may correspond with this data over time, as the 
COPM is a client-centered assessment granting patients the ability to have input or say in 
their care. More specifically, the data derived from the patient-reported outcomes, self-
perceived performance and self-perceived satisfaction, for the occupational performance 
problem of most importance to patients gathered via the COPM may correlate with the 
data derived from the SHC NRC Survey regarding whether patients had enough input or 
say in their care (Spaulding Rehabilitation Network, 2021). For example, a significant 
mean change in self-perceived performance and/or self-perceived satisfaction may 
correlate with a higher percentage of patients indicating “mostly” or “definitely” had 
enough input or say in their care versus “somewhat” had enough input or say in their 
care, potentially increasing SHC’s score to better align with the national average across 
all inpatient rehabilitation healthcare organizations (Spaulding Rehabilitation Network, 
2021).  
In the meantime, however, as requested by the primary investigator’s site mentor, 
modifications to current SHC resources were completed to help facilitate carryover of 
goal and value-based conversations following completion of the doctoral capstone. For 
patients who are unable to communicate either verbally or via alternative means, SHC 
designed “Get to Know Me” posters in order for staff to (1) get to know the patient as a 




understand the best communication method; (5) provide staff with talking points rather 
than only medical information; and (6) increase patient/family satisfaction following 
completion by the patients’ caregiver(s). Since the posters had yet to be updated since 
implementation and were not currently designed for use with patients who are able to 
communicate either verbally or via alternative means, the poster was re-designed to both 
align with SHC’s objectives and reflect the purpose of the doctoral capstone — elicit 
routine goal and value-based conversations between healthcare professionals and patients 
experiencing CCI in a LTACH (Appendix G). The re-design directly reflects how the 
primary investigator initiated the semi-structured interview using the COPM. In addition, 
as requested by the primary investigator’s site mentor, modifications to a healthcare 
profession’s current evaluation form were made to offer a convenient starting point to 
facilitate continuance of such conversations for at least one healthcare profession within 
SHC. More specifically, sections of the SHC recreational therapist’s semi-structured 
interview intake form (i.e., paper copy evaluation form) were revised, specifically the 
social and occupation sections, in hopes to better capture patients’ goals and values and 
initiate these conversations between the recreational therapist and patients experiencing 
CCI at SHC (Appendix H). A resource derived directly from the Revised 5th Edition 
English COPM – Paper Version Manual (Law et al., 2019, pp. 37–38) containing 
examples of activities and/or occupations that are often considered by patients when 
using the COPM (Appendix I) and a table of occupations derived directly from the 




to the SHC recreational therapist to supplement the revised semi-structured interview 
intake form (Appendix J).  
At the Lead the Way: Boston University Entry-Level Doctor of Occupational 
Therapy Capstone Presentation hosted by Boston University College of Health and 
Rehabilitation Sciences: Sargent College Department of Occupational Therapy, the 
preliminary findings of the doctoral capstone were shared both in-person and virtually via 
the teleconference platform, Zoom, to inform current OT educators and future OT 
practitioners of the positive impact that goal and value-based conversations can have on 
the CCI population in a LTACH through the use of an OT semi-structured interview tool 
(Appendix F). This dissertation will also be submitted electronically to Boston University 
Libraries Mugar Memorial Library for publication into both ProQuest Dissertations & 
Theses GlobalTM and OpenBU for further dissemination of the outcomes to the greater 








As previously noted, Lamas et al. (2017a) is the first and only study conducted in 
a LTACH of knowledge — the same LTACH in which this doctoral capstone was 
implemented — to address the communication gap that exists between healthcare 
professionals and patients experiencing CCI. Although this evidence is relatively new and 
emerging, it attempts to demonstrate the need for goal and value-based conversations to 
routinely occur between healthcare professionals and patients experiencing CCI in a 
LTACH in order to enhance patients’ lived experience (Chochinov et al., 2015; Johnston 
et al., 2015; Lamas et al., 2017a). This doctoral capstone aimed to build upon this current 
evidence by providing healthcare professionals, specifically OTs, with the most useful 
client-centered OT semi-structured interview tool (i.e., COPM) to implement routine goal 
and value-based conversations with patients experiencing CCI in a LTACH. These 
conversations elicited via semi-structured interviews using the COPM demonstrated a 
profound effect among this patient population, as promising effects on the patient-
reported outcomes, self-perceived performance and self-perceived satisfaction, were 
found. Although the constructs of quality of life and the associated mental health 
sequalae (i.e., stress, anxiety, and depression) were not formally assessed, positive 
changes in self-perceived performance and self-perceived satisfaction over time among 
the occupational performance problem(s) of importance to patients may indicate an 
enhancement in quality of life as well as decreased stress, anxiety and depression. 




standard of practice in a LTACH as well as the well-being of patients experiencing CCI 
through the establishment of routine goal and value-based conversations elicited by the 
COPM.  
As a result, it is recommended that the OTs continue goal and value-based 
conversations as routinely as possible with patients experiencing CCI at SHC even 
though the Revised 5th Edition English COPM – Paper Version Measure was not able to 
be distributed for use due to copyrights. The three sample copies of the COPM can be 
used a reference to offer a convenient starting point to facilitate continuance of such 
conversations while the logistics regarding implementation of the COPM into the 
organization’s electronic medical record, Epic, are in progress. If, in the future, the 
COPM is embedded into Epic, it is recommended that possible correlations between the 
COPM and other data collected, such as the NRC Survey, are examined. However, most 
importantly, it is recommended that healthcare professionals who work with the CCI 
population in a LTACH acknowledge the positive impact that one simple conversation 
surrounding goals and values of personal importance to patients can have on their quality 








In 2018, approximately 100,000 adults within the United States experienced a 
CCI that resulted in a LTACH stay with the most common diagnoses characterized by 
prolonged mechanical ventilation, recurrent infections, organ dysfunction, or delirium 
(Kahn et al., 2015; Lamas et al., 2017a; Lamas et al., 2017b; MedPAC, 2020). 
Approximately 70 percent of patients experiencing a CCI and their caregiver(s) reported 
their lived experience or their loved one’s lived experience in a LTACH to have a poor 
quality of life, and nearly every patient experiencing a CCI and their caregiver(s) also 
reported an increase in stress, anxiety, or depression (Lamas et al., 2017b). A 
communication gap between healthcare professionals and patients experiencing a CCI in 
a LTACH was identified, in which the opportunity to engage in conversations 
surrounding patients’ lived experience in a LTACH is not prioritized (Fink, 2019; Lamas 
et al., 2017a). That is, the practice to understand what matters most to each patient 
experiencing CCI in a LTACH does not occur routinely as part of the standard of care, 
meaning patients are simply not heard (Lamas et al., 2017a). Thus, it is evident that in the 
United States, goal and value-based conversations between healthcare professionals and 
patients experiencing CCI in a LTACH do not occur routinely as part of the standard of 
care, leading to a poor quality of life and increased levels of stress, anxiety, and 
depression among this patient population (Kahn et al., 2015; Lamas et al., 2017a; Lamas 
et al., 2017b).  




in specific contexts, such as healthcare professionals’ intentions and behavior among 
varying settings including healthcare professionals’ intentions and behavior to have goal 
and value-based conversations with patients experiencing CCI in a LTACH (Ajzen & 
Fishbein, 2005). It can explain why this problem may exist today while simultaneously 
pinpointing to where it may be possible to intervene. For example, by granting healthcare 
professionals’ access to client-centered assessments, which according to the most current 
existing literature, semi-structured interview tools appear to be the most useful tools to 
conduct goal and value-based conversations, this may increase healthcare professionals’ 
degree of intention to have goal and value-based conversations experiencing CCI in 
LTACH. The conversations elicited through use of semi-structured interview tools appear 
to be both acceptable and relatively feasible for healthcare professionals to conduct with 
patients experiencing CCI and their caregiver(s) in a LTACH (Chochinov et al., 2015; 
Johnston et al., 2015; Lamas et al., 2017a) although the effects of goal and value-based 
conversations on patient-reported outcomes, such as quality of life, stress, anxiety, or 
depression among the CCI population in a LTACH, are relatively unknown at this time.  
Given that the COPM is a client-centered semi-structured interview tool, it 
appeared to be the most appropriate according to the literature, guiding the content of the 
semi-structured interviews among the adult CCI population in a LTACH accordingly — 
allowing for goal and value-based conversations, collaborative goal-setting, and 
measurement of pre-test to post-test patient-reported outcomes. Based on the patient 
reported outcomes, self-perceived performance and self-perceived satisfaction, obtained 




change over time for majority on patients at both the individual level but also across all 
patients as a whole. According to AOTA (2014), positive changes in self-perceived 
performance and self-perceived satisfaction over time may indicate an enhancement in 
quality of life as well as decreased stress, anxiety, and depression among this population. 
This ultimately supports the establishment of routine goal and value-based conservations 
as part of the standard of care for adult patients experiencing CCI in a LTACH through 
semi-structured interviews using the COPM although the constructs of quality of life and 






Participant Information Sheet 
 
     
 
Eliciting Goal and Value-based Conversations Among the Population in a Long-
Term Acute Care Hospital  
 
Spaulding Hospital for Continuing Medical Care Cambridge in collaboration with Boston 
University College of Health and Rehabilitation Sciences: Sargent College invites you to 
become a participant in this research study, titled “Eliciting Goal and Value-based 
Conversations Among the Population in a Long-Term Acute Care Hospital.” Before you 
decide to take part in this study, however, it is important for you to understand why this 
research is being done and what it will involve. We ask that you please take the time to 
read the following information carefully and discuss it with others if you wish. If there is 
anything that is not clear or if you would like additional information, a member of the 
research team can be contacted.  
 
Purpose of the Study 
Although ideal, goal and value-based conversations unfortunately do not occur as 
routinely as intended as part of the standard of care often leading to indifferent patient-
reported outcomes. Therefore, the aim of this study is to improve patient-reported 
outcomes, self-perceived performance and self-perceived satisfaction, from the time of 
admission to the time of discharge via incorporation of meaningful goals, values, and 
roles into therapy sessions. The study will run between the months of July and September 
2021.  
 
Why have I been chosen?  
You are eligible to participate given you are an adult (18 years of age and older) patient 
receiving inpatient care at Spaulding Hospital for Continuing Medical Care Cambridge.  
 
Do I have to take part?  
Participation is entirely voluntary – should you decline or withdrawal involvement at any 
time, no consequences will result.  
 
What will happen to me if I take part? 
A Doctor of Occupational Therapy student from Boston University will interview you 
twice during your inpatient stay at Spaulding Hospital for Continuing Medical Care 
Cambridge. The first interview will take place close to your admission date and the 




more than 30 minutes. During the first interview, you will be expected to communicate 
what is meaningful to you, including your values and your roles, in which you will then 
establish a goal(s) to work on during your inpatient stay with the therapists. You will then 
rate how you do with this goal and how satisfied you are with how you do this goal. 
During the second interview, you will rate how you do with this goal and how satisfied 
you are with how you do this goal after working on it with the therapists during your 
inpatient stay.  
 
What do I have to do? 
You are expected to participate in the two interviews described above and be willing to 
work on your personally identified goal(s) while in therapy during your inpatient stay.  
 
Are there possible disadvantages and/or risks in taking part? 
There are no foreseeable discomforts, disadvantages, or risks involved in taking part in 
this study. 
 
What are the possible benefits of taking part? 
Participants can reasonably expect possible benefits by taking part in this study, including 
improved performance and satisfaction directly related to their personally established 
goal(s).  
 
Will my taking part in this project be kept confidential? 
All eligible participants will be required to sign a consent form prior to participation, 
which grants permission to the immediate research team to gain restricted access to 
information collected. All personal data will be identified only by a randomized code, 
with personal details kept in a locked file or secure computer with access only by the 
immediate research team.  
 
The research team is responsible for ensuring that when collecting or using data, there is 
no contravention of legal or regulatory requirements.  
 
What will happen to the results of the research project? 
Results will be written and presented at the Boston University College of Health and 
Rehabilitation Sciences: Sargent College Doctor of Occupational Therapy “Lead the 
Way” in late summer or early fall 2021. You may obtain a copy of the written results 
upon request from the primary investigator. Results are typically presented in terms of 
groups of individuals. If any individual data are presented, the data will be anonymous, 
without any means of identifying the individuals involved. Data collected during the 
course of the project may be used for additional or subsequent research. 
 
Who is organizing the research? 
The Department of Occupational Therapy at Boston University College of Health and 
Rehabilitation Sciences: Sargent College in collaboration with Spaulding Hospital for 




Contact for Further Information 
Primary Investigator: Mara Mladenovski, OT/s  
Contact Information: mmladenovski@partners.org or marabm@bu.edu  
 
Primary Clinical Mentor: Lynn Krisko, MS, OTR/L 
Contact Information: lkrisko@partners.org  
 
Primary Academic Mentor: Simone Gill, PhD, OTR, FAOTA 






























(3) Cross-cultural Adaptations 
 
*Must consider the following:  
• Cultural implications of disability and occupational performance  
• Cultural assumptions and expectations about therapy 
• Roles in society 
• Family obligations and duties 
• Relationships with healthcare professionals 
• Degree of comfort with client-centered practice 
o Comfort in expressing needs, setting goals, and accepting help  
• Alternative symbolic representations of the numerical scale  
 
1. Self-care  
a. Activities of Daily Living (ADLs) 
i. Bathing, showering 
1. Upper body 
2. Lower body 
ii. Toileting, toileting hygiene, toileting clothing management  
iii. Dressing 
1. Upper body 
2. Lower body 
iv. Feeding 
v. Functional mobility 
1. Bed mobility 
2. Wheelchair mobility  
3. Transfers  
4. Functional ambulation  
5. Transportation of objects 
vi. Personal device care  
1. Hearing aids, contact lenses, glasses, orthotics, prosthetics, 
adaptive equipment, glucometers, etc. 
vii. Personal hygiene, grooming  
b. Instrumental Activities of Daily Living (IADLs) 
i. Care of others (including selecting and supervising caregivers) 
ii. Care of pets  
iii. Child rearing  
iv. Communication management  
1. Writing tools, telephones (cell phones or smartphones), 
keyboards, audiovisual recorders, computers or tablets, 
communication boards, call lights, emergency systems, 
Braille writers, telecommunication devices for deaf people, 





v. Community mobility  
1. Using public or private transportation (buses, cabs, taxis, 
Uber/Lyft, The Ride, etc.) 
2. Walking  
3. Bicycling  
vi. Financial management  
vii. Health management and maintenance 
1. Physical fitness 
2. Nutrition 
3. Decreased health risk behaviors 
4. Medication routine 
viii. Home establishment and management 
ix. Meal preparation and cleanup 
x. Religious and spiritual activities and expression 
xi. Shopping  
c. Rest and sleep 
i. Rest  
ii. Sleep preparation 
iii. Sleep participation 
2. Productivity 
a. Education 
i. Formal educational participation 
1. Academic (math, reading, degree coursework 
2. Nonacademic (recess, lunch, hallway) 
3. Extracurricular (sports, band, cheerleading, dances) 
4. Vocational (prevocational and vocational) 
ii. Informal personal educational needs or interests exploration 
1. Identifying topics and methods for obtaining topic-related 
information or skills 
iii. Informal personal education participation  
1. Informal classes, programs, and activities  
b. Work  
i. Employment interests and pursuits 
ii. Employment seeking and acquisition 
iii. Job performance 
iv. Retirement preparation and adjustment  
v. Volunteer exploration 
vi. Volunteer participation  
3. Leisure  
a. Leisure exploration 
b. Leisure participation 
c. Play 
i. Play exploration 




d. Social participation 
i. Community 
ii. Family 























































Appendix J  
List of Occupations from the Occupational Therapy Practice Framework (AOTA, 
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